more and more accepted (22) after initial opposition (3, 8) . There is perhaps even a danger that the pendulum may now be swinging too much in the opposite direction and that this treatment is given without due assessment of the indications, and sometimes to the wrong type of patient. There are a few cases on record where haste and wrong judgement have led to regrets and tragedy (2, 21) . The increase in acceptance of the operation is due to the empirically assessed results which were good in the great majority of cases (2, 13, 22, 23) . Earlier resistance was largely based on theoretical preconceptions, or on ethics. The theoretical speculative pre conceptions gave way to therapeutic em piricism. Religious and moral issues have often been raised, but without reaching a consensus (10, 27) . The medico-ethical is sues, which are of course quite apart from therapeutic results, resolve themselves into three questions: is the treatment carried out in good faith to serve the interest of the pa tient; is it carried out with due skill (includ ing the methods of selecting patients); is it within the law of the country? In most dis cussions of the medical ethics of the op eration the first two are not questioned. The third point is complex, and all legal aspects surrounding the operation have by no means been resolved.
Legal Aspects of the Operation
The question of the legality of the opera tion itself is subsumed under the legality of all operations leading to castration and sterili zation. A number of lawyers have concerned themselves with these problems and have published reports (20, 27, 31) . Strauss (31) re views a number of cases which have come before courts, and although in Argentina in 1966 judgement went against one doctor who performed such operations, another case there in 1969 led to acquittal. Yet another in Belgium in 1969 led to acquital.
Smith (27) gives an admirable summary of the legal status of the operation in various countries. In brief, Belgian, Swedish (34), Danish (32), British, Dutch and Swiss law make the operation legal, subject to varying conditions. In Germany it is illegal although it has been performed. In the United States the situation varies from state to state, and the existence of mayhem-statutes need to be taken into account. The mayhem-statutes, originaly enacted in England, were designed to prevent men from dismembering them selves or others so that they would be unable to fight in the service of the Crown. To establish an offence under that statute specific intent to maim would be required, and this could not be established in wellconsidered surgery. On the other hand con sent is not a defence. Mayhem-statutes vary from state to state and caution is counselled for anyone contemplating the operation (26) .
In Canada there have been no test cases, but it is suggested that gender reassignment surgery would be legal under Section 45 of the Canadian Criminal Code, provided that it can be shown that the patient is in distress and would benefit from the treatment. The distress of these patients is illustrated, not only by a high suicide rate, but also by self-mutilation of genitalia, which is fre quently reported, as Standage et al. (28) re mind us in the discussion of their unusual case report in this issue.
Recently there have been suggestions that gender reassignment operations should not be covered by the provincial insurance schemes in certain provinces. The reasoning behind such a restriction is obscure as the operation is entirely therapeutic, and the saving would be trivial in view of the small number of cases -an inception rate of 4 to 5 cases could be expected (15) . In Britain the operation is covered by the National Health Insurance scheme.
Strauss (31) concludes that: ". . . if it is assumed that the performance of conversive surgery upon transsexuals, subject to certain conditions, is lawful, not all juridical problems connected with transsexualism are solved."
Postoperative Legal Aspects
The legal problem concerning the post operative status of the patient is indeed very much in question (16, 26) . Smith (27) states: "... completing surgical reassignment marks the beginning, not the end, of the trans sexual's encounters with the legal system. His name is inappropriate and must be changed; his birth certificate states the wrong sex; his passport has the wrong picture and name in it; his Social Security card must be changed so that he may secure employment in the new sex." The most difficult hurdle will be a change of entry on the birth certifi cate. Glaus (7) reports a successful case from Switzerland. In Britain such a change can only be effected if it can be shown that a mistake had been made at the time of original registration. So far only "marginal corrections" have been allowed. In Germany the personal status remains unchanged by the operation (33) .
In the United States fifteen states have permitted postoperative changes in the birth records (16, 27) . In the remaining states the position is not so sympathetic to the plight of the patient, who then has to go through life with a female gender identity, 'female' external genitalia, but an embarrassing basic personal document describing 'her' as a male. Court rulings are usually based on chromo somal sex. 
Marital Status
The legal status of marriage contracted after surgery is very problematic indeed, not withstanding the fundamental civil right of every person to marry. One such case came to court in Britain (Corbett versus Corbett) in which both parties sought an annulment on the grounds of incapacity or wilful re fusal to consummate the marriage. Judge Ormerod found that there had not been a marriage. He reasoned that since marriage is: ". . . essentially a relationship between a man and a woman, the validity of the marriage in this case depends, in my judge ment, upon whether the respondent is or is not a woman." The criteria chosen by him to decide that question were chromosomal, gonadal and external genital sex; and op erative interventions as well as psychological criteria, such as gender identity were ignored (17). The judgement has ben critically dis cussed (4, 27) and the question was sub sequently debated in the Commons on April 2, 1971 when the Nullity of Marriage Bill was before the House {Hansard Vol. 814, No. 118, 1827 ft). The member for Pontypool (Mr. Leo Abse) said: "We are address ing ourselves to the problem of those who have a male sex but a female gender. Their personal identity problems are replete with anguish and their social relations bathed in agonizing ambiguities. They live under a law which is too hidebound, too rigid . . . Nature does not obey man made laws and ... we would be unjust and unfair if we persisted in continuing to believe that nature is not often shamelessly untidy. We have in our community a small group of people on whom nature has played a tragic trick . . . We would indeed be an insensitive Parliament if we allowed the passing of this Bill without amendment, for that would push these people yet further into a bewildering limbo." Although the case he quoted was that of a hermaphrodite he realized that his amend ment would permit marriage with a trans sexual. Mr. Abse's amendment was not passed and the Bill received its third reading, upholding the judgement in the case Corbett versus Corbett.
In Canada no case has arisen so far.
Preoperative Legal Aspects
Most doctors recommend that the operation should not be considered before the age of 21, when the patient can assume full respon sibility for consent, and unless the patient has lived in his cross-gender role for at least one year. In order to do that a number of legal hurdles have to be taken. A change of name can be effected with relative ease, and the social insurance card can usually be changed provided a medical certificate as sures the officials of the bona fides of the case. Sometimes the Department of Welfare, before issuing a female social insurance card, requires the applicant to sign a document that he waives his rights to maternity bene fits! Cross-dressing is an offence in many coun tries and patients often fall into the hands of the police for that reason. The fierceness with which conformity in clothing is enforced is matched only by the importance crossdressing assumes for the patient in his gender role play, Both seem equally unreasonable. Patients discovered by the police while crossdressing can be charged with soliciting, caus ing a public annoyance, disorderly conduct or loitering with intent. In some countries such as Denmark, Germany or Switzerland the police, on medically supported applica tions, can issue permits' which protect the patients, but the safest protection for the patient is simply not to become conspicuous.
Homosexuality is another charge which can be brought if any kind of intimacy takes place in public, such as can be readily ob served going unheeded by the police among heterosexual couples any Sunday afternoon on the village green.
Available Treatments
The syndrome once established presents an endstate, and reversals if they occur at all are rare. A 'cure' in the sense of changing the psychosyndrome itself cannot be achiev ed by methods so far known. Conventional psychotherapy has not achieved any results of that kind, and although psychoanalysis has been tried (3) there is only one case on record where psychoanalysis (of the exis tential type) has succeeded (25) . This case was followed up successfully for three years after termination of therapy. More than half of the 30 eminent psychotherapists who ex pressed their views in a public debate con ceded that surgery was not contraindicated, although that debate took place long before the empirical results of operation (in a large number of cases) were known (14) .
Behaviour modification therapy has not fared any better (6) . An important reason for the failure of all types of psychotherapy is probably the poor motivation of the pa tient.
Whereas castration by hormone therapy affects erotic abnormalities by reducing the sexual drive, the transsexuals actually seek out this treatment and the condition thrives rather than diminishes (2, 14) . As the core of the transsexualist syndrome is a 'conviction' on the part of the patient that he is a person of the opposite sex, neuroleptics which are effective in conditions with paranoid features have been tried, but again without success.
There is then no 'cure' known at present and the sheet anchor of therapy is manage ment rather than treatment. Surgery by itself is not enough but it can be an important help to the patient as part of an overall plan of management, which is to help the patient to a better social as well as inner adjustment. That this can be achieved in over threequarters of the cases has been established in several studies (2, 14, 22, 23) .
Organizational Needs
It is clear that the assessment of cases and the management preoperatively and post operatively are complex, and require multidisciplinary teams including psychiatrists, surgeons, endocrinologists, social workers, psychologists, lawyers, clergy and others. In view of this, gender identity clinics have been established which can provide this kind of service and, by concentrating the work in one centre, they can give researchers access to the necessary case material (12) . There are now fourteen such clinics in North Am erica, including the one in the Clarke In stitute of Psychiatry in Toronto, which is described in this issue by Steiner et al. (29) . Research in Canada is not confined to this clinic, as is shown by Martel's paper in this issue (19) , and reports from Montreal which have appeared elsewhere (18, 36) .
Selection of Cases for Surgery
Although surgery can help many trans sexuals, provided they are reasonably stable and do not suffer from psychotic illnesses, it can do damage and lead to regrets if ap plied to the wrong person. The type of pa tient to avoid, but who is sometimes difficult to recognize, is the transvestite who says he feels himself to be both male and female and has to give expression to both these aspects of his personality. His cross-dressing may have begun for erotic purposes but is later continued for other reasons. He takes hor mones to enlarge his breasts. But he differs from the transsexual in lacking the convic tion that he is of the opposite sex. Most such patients do not want 'sex change' surgery, but the diagnostic difficulties increase when they do request such operations -remini scent of the Munchhausen syndrome (1)which, if granted, they regret (21) . Insist ence on prolonged preoperative observation will help to eliminate such errors.
Some progress has been made in bringing more order into this field of study which is confused by a terminology reminiscent of the Tower of Babel and by preconceived notions and premature theorizing (24, 30) . Many theories further blur the issues rather than clarifying them. Some hold that the conditions lie on some kind of continuum of masculinity/feminity often imprecisely defined, or that they are all the same dis order, differing only from each other in severity; for example, transsexualism is re garded as more severe than transvestite fetishism or homosexuality. Other theories presume that the syndromes are all due to an arrested development and that the variety of forms merely reflect the level of arrest. Very few of these authors attempt to test their theories. Rather than rush ahead with such theories, for the time being it would be better to work patiently, trying to more pre cisely circumscribe transsexualism and the other syndromes joining it on the list of dif ferential diagnoses, supporting clinical studies by a statistical item analysis, as was at tempted by Freund et al. (5) , to arrive at the categories which can be secured. It would be better to look to experimental work such as that done by Green (9) and others, mak ing longitudinal studies of children with gender identity problems.
There is still a great deal to be discovered before we can feel confident in our manage ment of transsexualism. Premature theories can mislead us into a false confidence, pos sibly to the detriment of our patients.
